During the first day the workshop centered on diagnosis and the diagnostic process. Dr. Rimland reiterated his statement that specific signs of a general language disorder (pronominal reversals, absence of 'yes', echolalia, and repeti tion of the question as a substitute for an answer) are necessary for the diagnosis of autism, although they are not pathognomonic. He repeatedly stated his belief that the best way to diagnose autism is through the use of his modified Form E-2 questionnaire.
Dr. Ney questioned the value of this Form E-2, wondering whether there is truly a bipolar curve when the questionnaire is applied to a large number of severely disturbed children. His skepticism was equally directed at Dr. Rim land's basic assumption that infantile autism is a syndrome which is not related to the group of childhood schizophrenias. Dr. Ney finds the British Working group questionnaire quite help ful for diagnosis. Dr. Rimland replied that only the extensive application of Form E-2 will prove or disprove its value. T o support his thesis that autism is a separate syndrome he referred again to recent biochemical findings, indicating an increased efflux of 5-hydroxytriptamine from the platelets of autistic children. It was pointed out to him that two assumptions need yet to be tested before definite conclusions can be drawn from these biochemical studies: that disturbances in the serotonin metabolism in the platelet ac curately mirror the state of serotonin meta bolism in the neuron; and that indeed no other psychoses shown the same platelet abnormalities.
Dr. Richer introduced the idea of a diagnostic process based on direct observation of the child, the dynamic formulation of family interaction, and " . . . a structured view of the developmental level of the child" as opposed to a simple diag nostic labeling. The audience reacted to this with several questions and pointed remarks director, Child and Adolescent Service, Allan Memo rial Institute, Montreal, P.Q. Can. Psychiatr. Assoc. J . Vol. 19 (1974) about the use of clear labels: without un ambiguous definitions research may be retarded or rendered invalid. Dr. Guttman, while agree ing that eventually arriving at a definite diag nosis is useful, stressed that the multi-levelled process proposed by Richer, and more or less used empirically by everyone dealing with these problems, is essential in planning treatment.
"What to tell the parent" became the animated question. Dr. Guttman warned against 'closure' in the parents' attitude towards the child, but it was generally agreed that evading the question of diagnosis with the parents was not the answer. This discussant suggested that what to tell the parents is partly an ethical question, like telling the truth to a patient with cancer.
Dr. Rimland viewed the prognosis of autism with optimism, repeating his belief that the use of megavitamins will alter the course of the illness. He avoided the contradiction inherent in his statement that autism is not a form of schizophrenia but still benefits from the same massive doses of vitamins now heralded for the treatment of several forms of that disease. Dr. Ney stressed the value of operant conditioning and somewhat vaguely spoke of changes in the attitudes of the children rather than changes in their symptoms. Dr. Levinson remarked on the need to structure these children's environment and how this is often prevented by the misappli cation of 'tender loving care'. The general con clusion on prognosis was that in the absence of language, limited development would be antici pated; when language is present new treatment modalities offer renewed hope.
The focus of the workshop on the second day was behaviour modification and the related technical problems. Dr. Patterson enthusiasti cally and tirelessly answered questions based on the selection, methodology, theoretical issues, and results obtained during his several years of experience in setting up programs for aggressive boys.
Observations of these boys in their homes were also used to establish baselines of be haviour. Boys who stole were eventually ex cluded from the project since they showed low modifiability. Interestingly they usually belonged to big families but whether the size of family, or the symptom itself accounts for the 'resistence to conditioning' was not made clear. Essential to the program is the parents' familiarity with some of the concepts of operant conditioning. Dr. Patterson said: "We start by asking the par ents to read the book; everyone reads the book."
Will modification of behaviour in one setting extend to behaviour in other settings? No con clusive answer was given to this important ques tion. Optimally the aim should be to develop internal controls in these children in order to avoid the unpredictability of behaviour, depend ing on the discrepancies of various environ ments. In general it was stated that stimulus control may be more efficient than consequence modification. This may be translated in terms of the desirability of primary versus secondary pre vention.
In the last part of the second day ethical ques tions were raised regarding the treatment of severely disturbed children. Is it justifiable to allocate all these resources to the treat ment of so few children? What about the pre ventive and therapeutic work with the less severely disturbed pre-schooler? Dr. Kessler and others agreed that following assessment, inte gration of these children into nurseries for the normal child is often the best solution.
The workshop ended on a note of optimism for progress made in the area of understanding the interplay of environment and reacting organism; and a note of pessimism regarding our limited capacity to apply this knowledge to large groups of children.
Children aren't happy with nothing to ignore. And that's what parents were created for.
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Ogden Nash
1902-

